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nosis, although difficult and in many cases impossible
without a bacteriological examination, do not present
such a difficult problem.as do the milder cases, which,
as a rule, are not sent to the hospital. This is only
another argument in support of the importance of the
proposed investigation which has been explained indetail.
Abbott, in 1891, published the result of his bacterio-
logical investigations in 53 cases of mild sore throat.Of these 53 patients, 9 were found to be suffering from
acute pharyngitis, 14 from acute follicular tonsillitis,
8 from ordinary post-nasal catarrh, 2 from simple en-
larged tonsils, 15 from chronic pharyngitis, 1 from
sub-acute laryngitis, 1 from chronic laryngitis, 1 from
rhinitis, and 2 from an affection of the tonsils and
pharynx. In only 4 of the 53 cases was an organism
found that resembled the Klebs-Löffler bacillus. This
investigation is of great interest as showing that thepseudo-diphtheritic bacillus is not a great source of
error.
A word might be said regarding the degree of isola-
tion in a case of diphtheria. Although the disease is
contagious to a certain extent, it is not nearly so con-
tagious as scarlet fever and small-pox in the unvacci-
nated. Actual contact with the patient or with the
discharges from the mouth and nose are necessary in
order to contract diphtheria. Provided that a person
does not enter the room of tbe patient, or does not
come in contact with clothing, linen and more particu-
larly handkerchiefs soiled by the discharges, there is
very little danger of contracting the disease. Dr.
Mason says, in the article to which allusion has been
made, that of the twenty-three cases admitted to the
diphtheria ward and recorded as doubtful, although
isolation was only limited, not one of the number con-
tracted the disease.
In the Philadelphia Medical News of December 10,
1892, Wyatt Johnston, of Montreal, has suggested a
ready method for the diagnosis of diphtheria. It con-
sists in boiling an egg hard, and then chipping off a
small portion of the shell, which, of course, lays bare
the albuminous portion of the egg. This exposed sur-
face can then be inoculated with a portion of the false
membrane from the throat. The egg can then be in-
verted in an ordinary egg-glass and put in a warm
place over night. If the inoculation has been success-
ful there will be a growth on the exposed surface of
the egg, which can be examined by the usual methods.
The only objection to this method is the fact that the
sterilization cannot be so effective as when tubes of
blood-serum, properly prepared, are used ; but this
remark is not intended to militate in the slightest
degree against the value of this device in those cases
where it is impossible to obtain other culture media.
The bacillus of diphtheria may retain its vitality for
months. Recent experiments prove that the dried
diphtheritic membrane in small fragments has retained
its vitality for nine weeks, and in larger fragments for
from twelve to fourteen weeks. Welch and Abbott,
from their investigations, have found that the thermal
death-point of this organism is 58° C, 138° F. Loftier
previously found that this bacillus did not survive ex-
posure half an hour to 60° C.
With regard to the use of disinfectants, the experi-
ments of Boer prove that in bouillon cultures of the
diphtheria bacillus twenty-four hours old, after an ex-
posure of two hours in a solution of carbolic acid, one
part to three hundred, this organism was killed.
Recent experiments show that a solution of the mer-
curic chloride, one part to a thousand, and an exposure
for half an hour, caused the death of this organism.
It has been attempted in this brief paper to outline
the method of this investigation, and also to call the
attention of the members of this Society to its impor-
tance. As the number of cases examined thus far has
been small, no definite results have been reached,
except in individual instances.
A CASE OF MULTIPLE RUPTURE OF INTER-
NAL ORGANS PRODUCED BY A FALL.1
BY W. T. COUNCILMAN, M.D.,
Pathologist to the Boston City Hospital; Shattuck Professor Patholog-ical Anatomy, Harvard University.
The patient, a laborer, was brought into the hospi-
tal for injuries sustained iu a fall from a roof. There
had been a very severe snow-storm and the man had
been engaged iu cleaning off the snow from a roof.
He fell to the ground, bringing with him a large
amount of snow. The height of the roof was some-
what uuder twenty-five feet. No previous history
could be obtained from the men who brought him in.
On physical examination the pulse was weak and
somewbat fluttering. Pupils of equal size. Knee-jerk increased. The man was very noisy and hyper-
aesthetic. No definite external bruise could be seen,
and no localized tenderness was made out. A few
hours later the man became quiet and unconscious.
The uext day the patient was still unconscious ; the
diagnosis was made of right meningeal haemorrhage,
and a button of bone taken out. There was a consid-
erable escape of clear, watery fluid from the opening.
No haemorrhage to be made out. The pulse was very
weak at the time of operation, and numerous subcu-
taneous injections of brandy and digitalis were given.
The pulse became somewhat stronger. Later the pulse
gradually grew weaker, respiration became slower and
slower, and death took place at 6.30 p. m., thirty hours
after the injury. After death information was ob-
tained from a friend of the man that he had been pre-
viously subject to periods of insanity, which in some
cases were of a violent character.
AUTOPSY (TWENTY-FOUR HOURS AFTER DEATH).
The body is that of a large, strongly-built, muscular
man. Ou the right side of the head there is a cres-
centic-shaped incision, commencing close behind the
left ear and extending upwards and forwards, terminat-
ing over upper portion of the frontal bone. On the
posterior surface of the thorax on the right side there
is a large, subcutaneous haemorrhage, evidently due to
contusion. No evidence of injury elsewhere.
In the right side of the skull, corresponding to the
incision through the scalp, there is a round opening
with smooth edges, the anterior portion of which is
one centimetre posterior to the middle meningeal
artery. The dura at this point has been opened.
The calvarium smooth. No evidence of fracture.
The dura is thickened and slightly adherent to calva-
rium. The thickening is more marked on the right
side. On the inner surface of the dura, on the right
side, there is a slight membranous formation, which
can easily be stripped off, and in which numerous
small haemorrhages are seen and points of brownish
1 A contribution to the forthcoming Medical and Surgical Report
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pigmentation. There are several foci of softening on
the right side of the brain. These are more marked
in the temporal region than elsewhere. The largest
of these is in the first temporal convolution, it is
three centimetres long, with irregular edges and quite
superficial. The base is smooth and firm. The edges
are yellow and sharply defined. At no place does the
loss of substance extend more than three millimetres
into the brain. There are similar but smaller losses
of substance in the second and third temporal con-
volutions, and a very small one in the angular gyrusjust above the fissure of Sylvius. There is also an
area which is yellowish and slightly softened in the
anterior central convolution opposite the second frontal
involving a portion of the cortex one centimetre in
diameter. The pia is of ordinary thickness, easily
stripped off. The vessels at base of brain and through-
out brain, perfectly normal. No pathological condition
is made out within the brain itself. The base of skull
shows no change. The ears and drum membranes
perfectly intact.
The subcutaneous fat is slightly developed ; muscles
red. The peritoneum is smooth, and its entire posterior
surface is elevated by an extensive haemorrhage be-
neath it, giving to it a dark, almost black color.Liver and spleen free from adhesions. Diaphragm
on right side at lower margin of fourth rib ; on left,
at fifth intercostal space.
Both lungs are voluminous ; the left free from ad-
hesions. The pleura smooth. The entire posterior
portion of left lung and the entire lower lobe are in-
tensely congested aud show numerous areas of haemor-
rhage, which in part are small and circumscribed and
in part form large irregular areas which are evidently
due to confluence of the smaller. These areas are
somewhat similar to areas of broncho-pneumonia, and
are in connection with the bronchi. The blood-vessels
of the lung are normal. In the bronchi there is a
small amount of mucus mixed with blood. In addition
to the areas of haemorrhage, the entire lung is some-
what oedematous. The most congested portion of the
lower lobe floats in water. The parietal pleura along
the vertebrae is congested, and there is an infiltration
of blood beneath it.
The right lung shows a few old and tolerably firm
adhesions, which are most marked along the lateral
surface of the lung. Almost the entire sub-pleural
tissue of the wall of the thorax on this side is infiltrated
with blood. This is most marked along the posterior
surface, and extends from this around the apex of the
thorax and down to the diaphragm, gradually becom-
ing less in extent. There is no blood within the
pleural cavity. The entire right lung is heavy and
volumiuous. The entire lower lobe, especially the
posterior portion, is dark and haemorrhagic. In one
or two places the pleura is slightly elevated, appar-
ently from haemorrhage beneath it. Over the entire
lung the pleurais perfectly smooth, with the exception
of the places corresponding to the attachment of the
old adhesions, and shows no rent or fissure. A section
through the posterior surface of the lower lobe shows
an extensive, irregular cavity filled with blood. The
cavity is six centimetres long, and represents a long,
irregular fissure of the lung, with lateral fissures radiat-
ing out from it. In several places it is immediately
beneath the pleura, and the pleura iu this place is
separated from the lung by a mass of blood-clot which
communicates with the cavity. The cavity contains
about fifty cubic centimetres of dark, clotted blood.
The wall of the cavity, though irregular, is compara-
tively smooth. It does not represent a definite loss of
substance in the lung; and on removing the coagu-
lated blood contained within it, the walls of the cavity
come into perfect apposition. The haemorrhage here
extends over the entire posterior part of the lower
lobe. The lung is solid and sinks in water. Else-
where there are smaller and more circumscribed haem-
orrhages. The vessels of the lung are normal. No
single, large vessel can be traced into the cavity. The
cavity connects with the bronchi in several places.
Elsewhere iu the lung there is a slight amount of
oedema.
Both layers of pericardium smooth. On the left
ventricle, just at the juncture of the ventricle with the
auricle, there is a large ecchymosis beneath the peri-
cardium. The heart of ordinary size and weight.
Firmly contracted. All of the valves of the heart
normal. Coronary arteries normal. In the left side
of the heart there is a firm mural thrombus two centi-
metres in diameter, which is attached to the auricle
and the mitral valve at its ring of insertion. It is at-
tached just above the middle of the aortic segment of
the valve. On removal of the thrombus, it is found
attached to a fissure in the endocardium of the auricle,
which commences in the auricle just above the valve
and extends downward into the valve. This fissure is
one centimetre in length, and corresponds to the situa-
tion of the sub-pericardial haemorrhage. The papillary
muscle corresponding to this place also shows small
fissures at the insertion of the cordaa tendinae, with
haemorrhagic infiltration of the myocardium about
them. These fissures are covered with a thrombus.
The aorta is smooth.
The intestines are somewhat distended with gas, and
are hyperaemic. The mucous membrane of the entire
intestinal canal normal.
The entire posterior peritoneum is elevated by an
extensive haemorrhagic infiltration beneath it. This
infiltration is more marked in the lower portion of the
peritoneal cavity extending into the pelvis, and is
more on the right than on the left side.
The spleen of normal size and consistency.
The liver large, rather pale and anaemic. The
peritoneal surface smooth, the lobules visible. Thegall-bladder contains rather thin, yellowish bile ; the
bile-ducts open.
Pancreas and adrenal glands normal.
The right kiduey has an extensive haemorrhagic in-
filtration around it. Its capsule is loose, and elevated
by the haemorrhage. There are numerous irregular
fissures on both sides of the kidney ; and in the middle
there is a large fissure with au interval of one to two
millimetres between the edges, which is -filled with
coagulated blood. Most of the fissures do not extend
into the kidney for a distance of more than one to five
millimetres, aud none of them communicate with the
pelvis. On section, there is a haemorrhagic infiltra-
tion in the neighborhood of the fissures. Elsewhere
the kidney is pale. About the left kidney there is
also an extensive haemorrhagic infiltration of the peri-
renal tissue. The surface of left kidney is smooth
and free from adhesions. The capsule of the left
kiduey is slightly elevated above the surface. On
section, the entire organ is distinctly congested, andblood can be pressed from the cut surface everywhere.
The renal artery is occluded by a thrombus which ex-
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tends up to the aorta. The renal vein is also throm-
bosed.
Both adrenal glands are imbedded in the haemor-
rhagic infiltrated tissue. The pancreas shows no
change. The urinary bladder and genitalia are nor-
mal.
The most careful examination showed no fracture
of the walls of the thorax nor of the pelvis nor verte-
brae. No fractured bone could be found in any por-
tion of the body.
ANATOMICAL DIAGNOSIS.
Traumatic rupture of the right lung, heart and kid-
ney. Pulmonary haemorrhage from rupture. Throm-bosis of heart. Sub-pleural, sub-peritoneal haemor-
rhage from rupture. Embolus of left renal artery.Thrombosis of renal vein. Haemorrhagic infarction
of left kidney. Operation wound in scalp and skull.Old areas of softening in brain. Chronic pachymen-
ingitis.
This case is in many respects an exceedingly inter-
esting one. Although there are many cases reported
of rupture of the lung and other internal organs with-
out injury of external parts which would correspond
with them, I have found no case in which the injuries
of the viscera were so extensive. Most of the cases
of rupture of the lung without injury of the thorax
which have been reported have been due to direct
violence applied to the wall of the thorax. The most
frequent cases are those in which a wheel has passed
over the thorax, or in which the thorax has received
a violent blow. Cases have also been reported in
military surgery of injury to the lung, sometimes fol-lowed by gangrene, from the effect produced by a
spent cannon-ball striking the thorax. In all of these
cases it has been assumed that the thorax was in a con-
dition of extreme distention at the time of the injury,
and the glottis firmly closed.
The man in this case fell from a height of less than
twenty-five feet, bringing a lot of snow down with him.
It could not be ascertained whether the contusion of
the thorax was due to his having fallen on a project-
ing body. It is interesting to see that the rupture of
the lung had been produced without any injury to thepleura over it. The haemorrhagic infiltration extended
over the rupture to the base of the lung, and from here
on all sides, still beneath the pleura. There was no
blood at all in the thoracic cavity. A close examina-
tion failed to show the rupture of any large vessel in
the lung.
It is hardly possible to conceive that there should
have been a rupture of one of the pulmonary vessels
which had caused the destruction of the lung tissue.The case would have been more easily explained had
there been numerous adhesions between the chest wall
and the lung, but the adhesions in this case were
almost entirely wanting. It is still more difficult to
explain the rupture of the endocardium, and I have
not been able to find the report of an analogous case
in the entire literature. It is hardly possible to con-
ceive of such a sudden increase of iutra-thoracic pres-
sure combined with iutra-cardiac pressure which couldproduce such an injury. It would be more easily ac-
counted for by a diminished intra-thoracic pressure
combined with an increased intra-cardial. There was
an entire absence of any disease of the valve or of the
endocardium which would have made the liability of
injury greater. The blood-vessels in the body every-
where were normal.
When we think of the anatomical structure and the
situation of the organs in the thorax, it is difficult to
understand how, in such an elastic tissue as the lung,
an injury could take place as the effect of indirect vio-
lence. A consolidated lung is, of course, easily torn,
because, owing to the inability of the lung to collapse,
any violence applied to it only acts on a small portion
of the tissue at a time. But here there was no evi-
dence of there having been any previous consolidation.How the injury of the heart took place we have no
means of knowing.
The rupture of the kidney is more easily under-
stood, and cases are not uncommon of rupture of the
kidney which have resulted from various forms of ex-
ternal injury. I know of one case in which a man
fell from the roof of an omnibus, and, striking on the
right shoulder, rupture of both liver and kidney took
place. It is probable that the thrombus of the left
renal vein was due to the injury of the tissues around
the vein produced by the infiltrated blood. The em-
bolus which plugged up the artery on the same side
had evidently come from the thrombus in the left
heart. That infarction of the kiduey should have
taken place after closure of both renal artery and vein
is a direct confirmation of Litten's experiment. In
Conheim'8 explanation of infarction after the closure
of an artery, he assumes that the blood in the infarcted
territory comes from a backward flow from the veins.
Litten afterwards showed that the infarction took
place when both vein and artery were tied, the blood
entering into the tissue from the anastomosing vessels
of the capsule and from the vessels along the course
of the ureter. No iufarction followed the ligation of
the artery and vein when the capsule was stripped
from the kidney and the ureter tied.
A REVIEW OF NINETY-TWO CASES OF DIS-
EASES OF THE HEART OBSERVED IN THE
OUT-PATIENT DEPARTMENT OF THE BOS-
TON CITY HOSPITAL.1
BY HENRY JACKSON, M.D.,
Physician to Out-Patients.
Many cases present themselves for diagnosis and
treatment in an out-patient clinic with symptoms sug-gestive of some disturbance of the circulation, as dysp-
noea, cough, oedema, or inability to work, in whom the
diagnosis may be more or less difficult. Many of the
difficulties may be removed if the physician directs his
attention to a careful consideration of the size of the
heart, to the relative proportion of the cavities and the
muscular tissues of the heart, to its regularity of action
aud force, rather than to the presence or absence of
endocardial murmurs. Again, many cases are found
to have some disease of the heart, more often valvular,
but occasionally of the substance of the heart which
present no symptoms of such trouble, and in which a
careful examination of the history may not elicit any
symptom suggestive of cardiac trouble. As a matter
of fact, a valvular lesion in itself gives rise to no un-
toward symptoms, causes no inconvenience to the indi-
vidual, until as a result of the pathological change, of
the incompetency of the affected valve, the heart be-
1 A contribution to the forthcoming Medical and Surgical Report
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